Objective. Rhode Island Medicaid offers high emergency department utilizers the opportunity to take part in the Chronic Pain Program, an integrated treatment approach that includes free complementary therapies (massage, chiropractic, and acupuncture). The aim of the current analysis was to understand beliefs about the Rhode Island Chronic Pain Program from the perspective of the patient receiving services, the provider delivering services, and the administrator implementing the program.
Introduction
One hundred million American adults suffer from chronic pain [1] , a disorder that severely impacts all areas of functioning [2] and is associated with high rates of ED utilization [3, 4] . An estimated 20% of patients who present to physician offices with pain symptoms or diagnoses receive an opioid prescription [5] . Unfortunately, there are serious risks associated with opioid pain medication use, including opioid use disorder (opioid dependence or abuse) and overdose. In 2013, more than 16,000 persons died from overdose related to opioid pain medication in the United States [6] . New guidelines by the US Centers for Disease Control and Prevention (CDC) recommend nonpharmacologic treatments as an integral part of an overall pain management approach [7] . Systematic reviews provide preliminary support for the use of Complementary and Alternative Medicine (CAM) for the treatment of non-cancer-related pain [8] [9] [10] , including migraine headache [11] , neck/low-back pain [12] [13] [14] [15] , fibromyalgia [16] , and chronic knee pain [17] . In addition to decreasing symptoms and improving function in chronic pain patients, CAM may be useful in the treatment of opioid addiction [18] [19] [20] [21] . Importantly, CAM therapies appear relatively safe [22] .
Despite potential benefits, CAM remains out of reach for many Americans living with chronic pain. A third of American adults report using some kind of complementary health approach in the past 12 months, most often to treat a variety of musculoskeletal problems-including back pain (17.1%), neck pain (5.9%), joint pain or stiffness or other joint condition (5.2%), arthritis (3.5%), and other musculoskeletal conditions (1.8%). However, there are a number of barriers to accessing CAM, including out-of-pocket costs, lack of insurance coverage, and lack of access to providers [23, 24] . CAM use is less prevalent among adults with lower levels of education, among those who are poor, and among those with public health insurance or no insurance as compared with private health insurance [25] . Given the potential benefit and lack of harm from CAM, these data suggest that there is a need for a mechanism to extend CAM services to poor and underserved groups living with chronic pain [26] .
In 2012, Rhode Island Medicaid contracted with its managed care organizations to implement a chronic pain management program, innovative in the range of complementary services offered to patients. The Chronic Pain Program was developed out of concern about high rates of opioid overuse in Rhode Island [27] and is embedded within Medicaid's Communities of Care (COC). COC is an effort to decrease emergency department (ED) utilization by fostering increased use of primary care, urgent care, and behavioral health services and addressing basic needs that might be a barrier to care engagement. The Chronic Pain Program, depicted in Figure 1 , focuses on a subset of the COC population with chronic pain diagnoses and has served approximately 2,000 people to date. The Chronic Pain Program is specifically targeted toward Medicaid members with a diagnosis of chronic pain who are high emergency department utilizers (defined as >3 ED visits in the past year). Patients who meet these eligibility criteria are offered two visits per month of chiropractic, acupuncture, or massage therapy, based on their diagnoses and individual needs, as well as the support of a holistic Nurse Case Manager. Medicaid in Rhode Island is managed care based, and the state's two health plans implement both COC and the Chronic Pain Program.
As other states consider similar programs, it is important to understand providers', administrators', and participants' beliefs about a CAM program for chronic pain. This knowledge could be used to inform both the design of future programs and educational materials and promotional messaging associated with the program.
The aim of the current analysis was to understand beliefs about the Rhode Island Chronic Pain Program from the perspective of the patient receiving services, the provider delivering services, and the administrator implementing the program.
Methods

Study Design, Setting, and Participants
We conducted qualitative data collection and analysis, based on the principles of deductive thematic analysis. Thematic analysis is a flexible approach, useful for working within a participatory research paradigm with participants as collaborators, as well as for producing qualitative analyses suited to informing policy development [28] .
The interview population consisted of patients, providers, and administrators who were already involved, or were eligible to be involved, in the Chronic Pain Program. These three groups of interviewees were recruited using different strategies. Figure 2 illustrates how recruitment of patients to the study occurred in two ways: by referral to the research team through four Nurse Case Managers from the Chronic Pain Program or as a result of eligible participants' presentation to the two busiest emergency departments in the state, a level I and level II trauma center, both urban. The Nurse Case Managers were informed of the eligibility criteria and followed a recruitment script to introduce the study to patients during the course of their telephone-delivered usual care. Interested patients were either transferred directly to the study team phone for screening or were given the study team's phone number to follow up directly if interested in participating.
Regarding emergency department recruitment, emergency departments were chosen because one of the research study's investigators (MR) practices in the emergency department and because they see about 50% of ED visits in the state and see the highest numbers of under/uninsured patients. The physician first approached potential participants to ascertain interest in the study, then a research staff member conducted the screening and arranged a time to meet to conduct the interview.
Inclusion criteria for patients were that they had either enrolled in the Chronic Pain Program or were eligible to do so (>3 visits to the ED in the last 12 months and chronic pain diagnosis). Inability to understand English was an exclusion criterion. Purposive sampling was used to recruit participants representing a range of engagement levels (e.g., those eligible for services but not enrolled in the Chronic Pain Program, those enrolled with regular utilization of CAM services, and those enrolled but not using CAM services regularly). We also sought to represent patients with a range of chronic pain conditions (e.g., back pain, neck pain, fibromyalgia, and migraine) as well as patients who had utilized each of the CAM services offered as part of the Chronic Pain Program (massage, chiropractic, acupuncture). Finally, we purposively sampled participants to represent the sociodemographic distribution of patients eligible for the Chronic Pain Program, that is, 35% minority and 50% female. After identification, a member of the research team contacted interested patients, verified eligibility, and arranged for consent and interview.
Provider and administrator interviewees were recruited by chain referral, which began by asking engaged community providers and expert consultants for suggestions. The inclusion criterion for providers was that they were directly involved in administering health services (i.e., providing direct patient care) to patients enrolled in the Chronic Pain Program. In order to learn from the full spectrum of types of professionals involved in the Chronic Pain Program, we purposefully recruited providers representing the full range of service providers, from a range of settings including EDs and primary care clinics. Providers included nurse case managers, physicians, massage therapists, chiropractors, acupuncturists, and peer navigators (someone who has navigated Rhode Island's health system for themselves or a close family member). The inclusion criterion for administrators inclusion criteria for administrators was direct involvement in implementing Medicaid programs or the Chronic Pain Program specifically. Administrators in managerial roles from a range of private and governmental organizations were included. A member of the research team contacted the nominated providers and administrators by phone or e-mail to invite them to participate.
Five female research team members (ED, CK, EP, MM, TG) conducted the qualitative interviews. Two of the interviewers were familiar with the study population due to community outreach work; however, no interviewer and interviewee had a prior relationship. All four interviewers had prior experience in qualitative interview methodology. Patient interviews were conducted in person (at the 
Semistructured Interview Guide
Two interview guides were created: one for patients and one for providers and administrators. The overarching goal of the interviews was to elicit information about experiences with CAM utilization and delivery in the program. The interview guides were informed by evidencebased approaches to self-management of chronic pain [29] , barriers to health care utilization [30] [31] [32] [33] [34] , and by Reach Effectiveness Adoption Implementation
Maintenance (RE-AIM), a framework for understanding dissemination of health programming [35] . The semistructured interview guides were collaboratively created with significant input from the community advisory board and were pilot-tested with patients. Major areas covered included background and beliefs about the Chronic Pain Program and experience of living with chronic pain. To facilitate comparison of multiple perspectives on the same topics, the provider and administrator interview guides mirrored the patient interview guide, with additional questions about their roles in delivering the Chronic Pain Program. Interview guides are available on request. This study protocol was reviewed and approved by the New England Institutional Review Board and the Rhode Island Hospital Institutional Review Board.
Data Analysis
The coding schemes were created by the entire research team, based on the same preexisting theory that informed the interview guides [29] [30] [31] [32] [33] [34] [35] and initial reviews of the transcripts. One coding scheme was created for the interviews with patients, and a second coding scheme was created for the interviews with providers and administrators. The initial coding scheme was iteratively refined as transcripts were coded. Coding was completed in duplicate by the same research team members who conducted the interviews; each transcript's coding was discussed by the team, and discrepancies were resolved by consensus. Once all transcripts were coded, data were analyzed using NVivo software (QSR International Pty Ltd. Version 10, 2012). Initial themes were developed based on group discussion and were further refined through presentation at two community advisory board meetings for feedback and elucidation. For this specific analysis, we focused on themes related to perspectives and experiences with CAM services in the Chronic Pain Program.
Results
Participants
Forty-one Medicaid patients met study eligibility requirements and were invited to participate. Of these, 17 either did not return the research team member's call or did not show up for the scheduled interview. Thirty-six providers and administrators were invited to participate, and of these 24 agreed to participate. In total, there were 48 individuals interviewed for this study. 
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Hispanic. All patients reported musculoskeletal pain; eight also reported concomitant pain-related systemic illnesses (e.g., cancer, diabetic neuropathy). We sought a broad range of patient engagement with CAM services for the interviews. Although the Chronic Pain Program offers patients two CAM appointments per month, two of the study participants had not used any CAM services (massage, acupuncture, chiropractic) prior to the interview; 11 had attended fewer than 12 appointments; seven had attended 12 to 24 appointments; and four had attended more than 24 appointments. Fourteen were currently receiving massage, five were currently receiving acupuncture, and one was currently receiving chiropractic services; one person was receiving more than one modality. Please see Table 1 for further description of the participants.
Patients
Five main themes regarding the Chronic Pain Program emerged from the patient data. Themes centered on the development of stress management skills, the benefits of a trusting patient-provider relationship, increased quality of life as a result of engaging with the program, disappointment that pain relief was not permanent, and anxiety associated with acupuncture.
The Chronic Pain Program Helps to Illuminate the Relationship Between Stress and Pain
Many of the patients described experiencing enormous amounts of stress in daily life resulting from family health problems, trauma, financial difficulties, and difficulty completing activities of daily living. Stress was described as pervasive and relentless, oftentimes resulting from a chaotic and unstable home life. Some patients described making the connection between stress and pain and described how CAM had helped them to manage their stress and their overall health. For some patients, using CAM services led to a new understanding of how stress and pain are linked, as this patient described:
Then massage, if it's a muscle pain, I mean, massage is definitely gonna help. Worst comes to worst, it will relieve stress, which-stress causes muscle tenseness and pain, so. (PA10)
One woman stated that stress management skills were an unexpected benefit of CAM services she had received as part of the Chronic Pain Program: 
Disappointment That Pain Relief Is Not Permanent
Yet, a number of other patients expressed either surprise or disappointment that pain relief from CAM was temporary.
A couple days, yeah. That felt so good the first time I went there. It felt like I was reborn again. I felt so good. I felt like, "Wow! What happened to all the pain? Excellent. I love it." It came back. I was like, "Why did it came back?" I'm telling him. He's like, "Well, that's why you gotta keep coming." (PA05)
Acupuncture Is a Cause of Anxiety and Discomfort
Some patients expressed anxiety related to CAM services. Acupuncture, specifically, was described by some patients as causing either mental or physical discomfort:
But you don't even feel it, you don't even feel it. But I felt like it, like it goes in, you're getting my nerve endings or something because like I have my fibromyalgia, so every little nerve ending. She was poking it right in the nerve ending. You know you bang your elbow? It felt like that. Then she had one like right here; she had me try and I couldn't move my, it gave me a headache every time I moved my eyes and everything else so I don't like it at all. (PA21)
Another patient described her inability to continue with treatment due to anxiety about needles:
I'm hard of hearing, and my sight is not all that great. My sense of touch is very sensitive. Acupuncture gave me a lot of anxiety just getting the needles in. There were a couple of things that the acupuncture helped with, but you had to keep going back and keep having it done, and I just couldn't do that with the needles. (PA07)
Providers
Themes that emerged from interviews with peer navigators, allopathic and CAM providers, and case managers centered on the need for a wider range of pain management options, the unique opportunity presented by this program to engage a hard-to-reach population, a desire for more time with patients, and the opportunity to build relationships with patients.
Need for Nonpharmaceutical Options for Managing Their Patients' Pain
Most allopathic providers expressed that the patients they see in their emergency department or community health center clinic are offered few options beyond medication for managing their chronic pain. Allopathic providers agreed that the patients were either searching for alternatives or would benefit from alternatives if made available. One allopathic provider contrasted an ideal approach to pain management with reality:
I would like to be able to refer them to a chronic pain clinic that provides a whole range of services, like cognitive behavioral therapy, like physical therapy, massage therapy-that uses adjunctive therapies like that, that has a really smart doctor, that only gives narcotics when-you know, very sparingly. My experience with most chronic pain patients is that they've often hooked up with doctors who were willing to-to be generous in the narcotics, and aren't really addressing any other issues. (PR08 allopathic provider, physician)
Another allopathic provider described her sense that a lack of alternative treatment modalities played a role in illicit, street-based prescription use:
Well, I have a lot of clients who turn to opioid painkillers. A lot of them that use those a lot, and if they can't get them legally they'll get them on the street or whatnot. That, and surgery is another. Like surgery and painkillers are the two treatments for chronic pain that my clients pretty much get that I see. Alternative treatments would be, I think-I mean, those clients wouldn't have to turn to one of those things, or turn to one of those things less frequently if they were getting alternative options. (PR09, allopathic provider, behavioral health)
Finally, an allopathic provider described her belief that some patients are unaware that other options exist for managing pain:
Where somebody who hasn't been educated on the matter, unfortunately, it's generally they want the opioid for the pain. Somebody with chronic back pain or chronic abdominal pain that has been to the ED 40, 50 times but hasn't followed up with the pain specialist, they don't-they may not know the other alternatives. That's all they're looking for.
(PR10, allopathic provider, physician)
The Program Provides a Way to Reach the Disenfranchised
Both allopathic and CAM providers noted the lack of support for chronic pain patients, especially those on Medicaid, and the degree to which these patients are not reached with traditional routes of care. One provider described how the services being offered to patients were a way to reach people who would otherwise be outside of the health care system:
The people in the [Chronic Pain Program] community seem to have a whole lot of other issues as well. There's behavioral health issues. There's mental health issues. There's drug issues, and that comes into play depending on who they are and what their presentation is when they get here. We've had people who are recovering addicts, current addicts, and everything sort of in between as well. We run the gamut. It seems like people in the [Program Chronic Pain Program] are basically on the fringes of the health care system, on the fringes of society in a lot of ways as well. What we're trying to do is give them-there's no other place in the medical system where they can get an hour's worth of attention from one person, and so we're with them for all of that time, caring for them, for lack of a better term, and providing-sometimes I'll just sit and listen to what they have to say. (PR03, CAM provider)
Similarly, an allopathic behavioral health provider agreed that the program serves to engage even some of the hardest-to-reach patients:
There's always a portion, let me put it that wayalways a portion of the population that's very hard to reach. They can be very transient, they can be homeless, they may have a phone but they're only given so many minutes per month of the free phone and then they're outta those minutes. . .. However, when people are engaged-when they're truly engaged, I think outcomes are very good. . .. They understand that this is their team. I think that when all things go well, for people that engage, it's a very effective program. (PR11, allopathic, behavioral health case manager)
By contrast, an emergency department physician described her own experience of having nothing to offer patients, confirming that the Chronic Pain Program is unique in its focus on providing services to this particular population:
Right now, because I don't have much to offer them, I'm not sure what they could say to me that could really be helpful. 'Cause if they come in, say, "I have chronic pain, I'm out of my medications" or "I have chronic pain, and my doctor just cut me off," they're setting me up for just to say, "I can't give you narcotics, and I don't have any other resources to give you. . .. It's horrendous. (PR08, allopathic provider, physician)
There Are Not Enough Visits with Patients CAM providers who regularly provided CAM services to patients as part of the Chronic Pain Program expressed a desire to have more contact with patients. In some cases, they explicitly acknowledged the difficulties inherent to treating this complicated patient group and their impact on engagement with treatment. For instance, a CAM provider described how treatment is impacted by patients not consistently showing up for CAM appointments.
Like I said, I think one of the things that is a limitation now is that they've been giving us people who are basically at the bottom of the bottom of the barrel in the health system, and so sometimes it's hard to get consistent results with them if they're noncompliant, if they're not showing up. That's been something of a limitation, too. It's harder to get cumulative results if they're being sporadic in their attendance or their compliance. (PR03, CAM provider)
However, providers also commented that the limited number of visits being offered by the health plans (a detail that is administratively imposed) was problematic. One provider wished for more frequent contact with patients:
More visits. I mean, some of our patients are really, really acute patients as far as what they're with us for, their chronic pain. The ideal world, you wish you could give 'em as many treatments as they-to help them speed up the healing process and the feeling-better process to improve quality of life and their independence levels. (PR02, CAM nurse case manager)
Another provider also commented on the frequency and duration of appointments in the Chronic Pain Program:
Limitations, yeah. Well, in being restricted to only being able to see them twice a month is a limitation. . . In my private practice, most of the appointments that I do are 90 minutes long [as compared with 60 minutes in the Chronic Pain Program], so they're a little bit longer. (PR03, CAM provider)
The Program Provides an Opportunity to Build Relationships with Patients
Despite wanting more contact with patients, CAM providers echoed the patients' own experiences when describing the unique opportunity provided by the program to develop a meaningful patient-provider relationship:
I feel it's a very important adjunct because a lot of people who are in severe, extreme circumstances in their lives really benefit from this kind of therapy because it reaches-there's a connection with a practitioner that they don't normally receive. (PR05, CAM provider)
A nurse case manager working as part of the Chronic Pain Program specifically pointed to the time spent with patients as an important opportunity:
A lot of the Western modalities, especially in the Medicaid population, they are told 10 minutes for each patient. When they get to go to these modalities, these alternative modalities, they're given minimal half hour, more than likely an hour, with their provider. It is a hands-on and a listening process. They get the touch. They get the person-to-person connection. A lot of 'em haven't gotten that before.
(PR02, CAM nurse case manager)
Peer navigators also described their opportunity to be a unique support figure for patients:
Not to toot our own horn, but I do think, overall, members-people-tend to relate and open up more when it's a peer vs the most caring doctor, nurse social worker. . .. I think a lot of time having a peer just provided that-a lot of people express just to be heard and seen, and that we understand where they are coming from and what their challenges are. (PR01, peer navigator)
Administrators
As described by providers and by the patients themselves, administrators acknowledged the significant needs of this population and also how the needs had been considered when developing the program. When discussing patients with the most severe behavioral health needs, some administrators expressed uncertainty about whether the program was sufficiently equipped to engage these patients, while others believed that the program represented a philosophical shift in approach to care that was well suited to the patients with even the greatest needs.
The Program Provides a Means to Offer a Range of Support Services to Complicated Patients
An administrator at a community health center acknowledged the additional services required to successfully engage patients:
We have extra personnel to do extra work with them [Chronic Pain Program patients] because their barriers are much higher than other people who may be walking in our door. I think our goal is the same as it is with all other patients. I would say that our goals are the same. They're more challenging, so we have more work to do with them.
A health plan administrator expanded on this sentiment:
There's something I like about the concept of the [Pain Management] program, where you've got the holistic nurse whose working with the person on their coping skills as it were. I like that piece of it because I think you need something in addition to the direct pain management services. (AD05)
Unanswered Questions Remain Over Whether the Program Adequately Serves Patients with the Greatest Needs
One administrator expressed concern that the program was not sufficiently equipped to serve all patients:
But the way [the program] was designed, it seems to be more successful with people who do not have chronic mental illness. For people whose primary issue is a chronic mental illness or, to a certain extent, substance use, is where this isn't working as well for them. They're still frequently using the emergency room. (AD01)
Yet another explained why they believed the Chronic Pain Program to be the best fit available for this population:
It works especially well for people who have been socially disenfranchised, patients who haven't been treated well by the system. They are used to less than respectful care. They respond well to the caring and concern extended. . .at the holistic care provider level. . .. You cannot discount the spiritual enlightenment that comes from a different approach, one that's not cut and dry and quick (as they've become accustomed to receiving). . .. We have to do something with these patients! We can't keep doing the same thing because it is not working! (AD011)
Discussion
The aim of the current study was to understand beliefs about the be Rhode Island Chronic Pain Program from the perspective of the patients receiving services, the range of providers delivering services to these patients, and the administrators implementing the program. The Chronic Pain Program is one component of a Medicaid program (Figure 1) , implemented by the state health plans, developed to decrease emergency department utilization and increase patients' management of chronic pain. Contributing to the discussion of how best to support these specific patients with chronic pain, a number of themes emerged from the data to suggest that patients, allopathic and CAM providers, and administrators are seeking pain management options beyond only medication. All three groups perceive the Chronic Pain Program to have a number of potential benefits, including increased quality of life for a currently underserved population. However, all three groups also expressed some reservations about the program. While further research is needed to understand in more detail the ways that these patients may be benefitting from CAM services, our data suggest that the key stakeholders in this new initiative agree that it shows promise and that the holistic approach may be a good match for this hard-toreach population.
Some of the patients in our study revealed that participating in the Chronic Pain Program had increased their quality of life. Pervasive and unrelenting stress, often due to financial difficulties and chaotic and unstable home lives, appeared to be the norm for many patients, but like the pain patients in Hsu, Bluespruce, Sherman, and Cherkin's qualitative analysis [36] , CAM was described as having a profound effect on patients' ability to cope with stress. This finding is encouraging, given the complex and symbiotic relationship between stress and chronic pain [37] . Furthermore, the patients in our study described being able to participate in more of the activities they enjoy. Many patients described longing to be able to ride a bike, physically pick up their kids, or go to a movie. The theme of being able to participate in more of the small daily activities that make life meaningful since beginning CAM treatments was heartening.
Despite these perceived benefits, patients also described disappointments. Some patients expressed frustration that positive health benefits did not last longer. In our study, one possibility is that patient beliefs may have been based on limited experience with, or unrealistic expectations for, CAM. Some of our participants expressed anxiety associated with the needles used in acupuncture, so much so that they were not able to continue with treatment. Despite the fact that acupuncture is safe [22] , fear of needles is a well-documented barrier to receiving acupuncture, with anxiety tending to be either about the sensation of pain or possible adverse events [38] . Research suggests that acupunctureinduced sensation of pain can be altered with cognitive techniques [39] and fear of acupuncture-evoked pain can be managed through cognitive therapy and other methods [40] . Thus, other chronic pain programs might consider ways to carefully manage patients' fear associated with acupuncture. Other studies also report that patients' expectations become more realistic as they become more familiar with the therapy and its effects [41] . Greater education about CAM's benefits and limitations, in general, is indicated.
Allopathic providers view CAM approaches as important [42] , and in our study allopathic providers, including emergency department physicians and behavioral health providers, expressed frustration and disappointment that little was available to high-risk chronic pain patients beyond pain medication. Both allopathic and CAM providers agreed that the Chronic Pain Program engaged some of the hardest-to-reach patients. Unfortunately, few allopathic providers appeared aware of the Chronic Pain Program or understood how to refer patients; further work on this front is needed.
CAM providers themselves appeared to play a powerful role in the patients' experience of CAM. The relationship between the patient and CAM provider was described by patients as meaningful and trusting. As others have reported [43] , this relationship may be different than the relationships patients have experienced with conventional medicine providers. The patients we interviewed are from a population that is described by the interviewed allopathic and CAM providers and case managers as disenfranchised, with limited resources to deal with their chronic pain, and difficult to retain through treatments. CAM treatments take time and commitment to be effective, but our results suggest that the patients we interviewed were able to be engaged and were receptive to learning from CAM providers with whom they experienced these trusting and meaningful relationships.
Themes from CAM providers suggest that they, too, recognize the unique opportunity for relationship building. CAM providers described having the time and physical space to develop a therapeutic relationship with patients; they also described having practical tools to offer these patients, not only in the form of the particular CAM intervention, but by helping patients to develop problem-solving skills that patients could apply to other areas of their lives. This stands in contrast with the frustration of the allopathic provider interviewees who are conscious of the need to provide more than pain medications but limited in what is available.
Patients' mental health issues, including addiction, were frequently mentioned by CAM providers, case managers, and administrators. Depression is a well-known correlate of chronic pain; the two disorders have a complex and bidirectional relationship [44] . Correspondingly, high-needs patients with chronic pain such as those treated by the Chronic Pain Program are likely to need some form of behavioral intervention in addition to treatment of their pain syndrome [45] . However, the varying opinions of the benefits of the Chronic Pain Program for some of the patients should be further explored.
While our findings suggest a number of areas of future research, like other qualitative studies, our analysis represents the beliefs of a small subset of the population under study and thus cannot be generalized to a larger group.
The Chronic Pain Program, which is currently offered in very few states, is described by a range of stakeholders as a good match for the population. A more extensive analysis will determine whether the Chronic Pain Program reduces emergency department visits and helps with chronic pain management. While education may be of benefit before entering the program and behavioral health supports may be required for some patients, Medicaid providers and Medicaid administrators recognize the unique contribution a holistic approach may extend to this population.
